may promote HBV screening. 7 We did not find insurance status to be correlated with HBV screening. A possible explanation could be the mandatory HBV screening in pregnant women that occurs independent of insurance status.
1 Persons who are infected with hepatitis B also benefit from surveillance for hepatocellular cancer. Of course, for persons to benefit from advances in hepatitis B treatment, they have to know that they are infected. This research letter demonstrates that even in a best-case scenario, where patients are empaneled in primary care practices in an academic setting, screening for hepatitis B among Asians is extremely low. We hope that publication of this research letter reminds practicing physicians that they should screen their patients who were born in Asia or who are Asians who were born in this country but not vaccinated as infants. 
RESEARCH LETTER

Within-Person Variability in High-Sensitivity C-Reactive Protein
C
-reactive protein (CRP) is a marker of systemic inflammation and cardiovascular disease.
1-3 Based on findings from recent clinical trials, CRP has been recommended as an adjunct screening tool to stratify cardiovascular risk in the general population. 4 However, evidence regarding within-person variability of CRP in the general population is limited. Short-term variability in CRP has important implications for its use and interpretation in clinical practice and research studies. Thus, the objective of this study was to evaluate the short-term, within-person variability in CRP measurements and to quantify the impact of repeated testing on CRP-based cardiovascular risk classification. 
See Editor' s Note at end of letter
High-sensitivity serum CRP was measured using latexenhanced nephelometry. 5 We used a cut point of a minimum level of 10.0 mg/L to define an elevated CRP level, based on the NHANES laboratory reference values and American Heart Association/Centers for Disease Control and Prevention recommendations. 1 We also conducted sensitivity analyses using a higher cut point (CRP level Ն20.0 mg/L). (To convert CRP to nanomoles per liter, multiply by 9.524.)
The Spearman rank correlation and intraclass correlation (ICC) coefficients, and the within-person coefficient of variation (CV w ) were used to characterize shortterm, within-person variability. 6 A persistently elevated CRP level was defined as CRP level of at least 10.0 mg/L at both examinations. We used scatterplots and BlandAltman plots to visually display measurement variability. 6 Finally, we calculated the percentage of participants whose risk category was reclassified owing to repeated testing.
Results. The mean (SD) age of participants was 38.0 (16.5) years. Fifty percent of the study population were female, and 48% were of non-Hispanic white race/ ethnicity. The mean time between examinations was 18.9 days. The mean CRP level was 4.5 mg/L (95% CI, 3.9-5.1) at the first examination and 4.3 mg/L (95% CI, 3.8-4.9) at the second examination (P value for the difference, .45). The Spearman rank correlation between visits was 0.65, the ICC was 0.77 (95% CI, 0.69-0.84), and the CV w was 46.2% (95% CI, 42.9%-49.3%). The high variability in CRP can be seen visually on the scatterplot (Figure) , although the Bland-Altman plot shows that most of the discordance between examinations occurred at higher values (Ͼ10.0 mg/L) (eFigure; http: //www.archinternmed.com). The variability was particularly high among persons with CRP levels greater than 20.0 mg/L.
The prevalence of an elevated CRP level of at least 10.0 mg/L was 10.5% at the first examination and 10.4% at the second; 7.2% of participants had persistently elevated CRP levels (eTable). Of those with a normal CRP level at the first examination, only 3.5% had CRP levels of at least 10.0 mg/L at the second. Of those with CRP levels of at least 10.0 mg/L at the first examination, 32% were reclassified as having CRP levels lower than 10.0 mg/L at the second. The prevalence of a CRP level of at least 20.0 mg/L at the first examination was 4.3% and was 2.8% at the second; 1.5% of participants had CRP levels of at least 20.0 mg/L at both examinations, representing an approximately 65% decrease in prevalence.
Comment. In this sample of the general population, we observed significant short-term (approximately 2.5 weeks) within-person variability in CRP levels, particularly at high values. Approximately one-third of persons with elevated CRP levels were reclassified as having normal CRP levels after repeated testing. Our results are consistent with those of previous studies conducted in small selected populations (eg, patients with ischemic heart disease) or in which measurements were months or years apart. 7, 8 Of note, we observed greater variation at higher values in cases in which clinicians are most likely to intervene.
The 2010 American College of Cardiology Foundation/ American Heart Association guidelines for the assessment of cardiovascular risk in asymptomatic adults includes recommendations for CRP level to select patients for statin therapy when the low-density lipoprotein cholesterol concentration is level than 130.0 mg/L. 9 Our results suggest that use of a single CRP measure for risk stratification may lead to substantial misclassification. Recommendations for repeated testing to confirm elevations in CRP level prior to altering medical decisionmaking may be warranted, particularly among those with CRP values near the risk cut points.
EDITOR'S NOTE Laboratory Variability and Precise Clinical Decision Making
C
-reactive protein levels are used as a criterion for initiating statin therapy and are also included in some risk scores for predicting cardiac events. It is sobering to learn from this report that there is so much intrapatient variability with the test: onethird of patients with a high value will have a normal value if the test is repeated soon afterward. Clinical decisions and risk prediction should be made based on at least 2 similar CRP levels. 1 present the opinion that Abbott's various brands of fenofibrate and fenofibric acid inappropriately manipulated the patent and drug approval process to protect brand profits. However, it is likely that Abbott would have provided substantial confidential rebates and discounts for its various branded fenofibrate products to maintain favorable formulary status and market share. Absent this and other confidential trial document information, it is impossible to know if and how much consumers were actually harmed by Abbott's alleged behavior.
COMMENTS AND OPINIONS
What
It is up to the courts (with the benefit of full evidentiary discovery) to decide whether brand product manufacturers have overstepped the limits in this and other similar cases. Brand manufacturers will use all sorts of defensive patents and legal strategies to restrict the launch and/or success of generic competitors as long as the expected benefits of such legal strategies exceed their expected costs. Each month of additional patent life can mean millions or tens of millions of additional dollars to the brand.
More regulation will only create more loopholes. The best solution is for informed consumers (eg, pharmacy and therapeutics [P&T] committees and payers) to be more aggressive in restricting brand product formulary status when there are no health benefits shown in the scientific literature for specific branded products or patent line extensions. Why did not more P&T committees use formulary restrictions and copayments to keep patients on earlier generic versions of fenofibrate products if the newer branded versions had no meaningful additional clinical benefits? Additional government regulation is not needed to protect P&T committees from themselves.
